INTRODUCTION
Osteofibrous dysplasia is an unusual developmental, tumour-like disease, which differs from fibrous dysplasia. 1 It usually occurs in the diaphysis of the tubular bones of children aged 10 years or younger. The most common site involved is the cortex of the tibia, followed by the fibula, and rarely, the ulna or radius. [2] [3] [4] Osteofibrous dysplasia in the tibia often leads to bowing deformity and pathological fractures. [1] [2] [3] Recurrence of fractures and deformities may affect activities of daily living, particularly in younger children. 2, 3 Surgical treatment, such as curettage and bone grafting, should therefore be considered. However, surgery remains controversial because of the possibility of spontaneous regression of the lesion and the high rate of local recurrence after curettage. Furthermore, cases of local recurrence, even after radical resection, have been reported. [2] [3] [4] We report on a patient with recurrence of fracture and deformity of the tibia secondary to osteofibrous dysplasia who underwent minimally invasive plate osteosynthesis (MIPO) without lesion resection.
CASE REPORT
In October 2005, a 6-year-old girl was referred to our hospital for further examination and treatment of a pathological fracture in the left tibial diaphysis one week earlier. The patient wore a long leg cast and used 2 crutches for walking. Swelling and tenderness were noted; there was no skin wound. Radiographs showed polycystic intracortical radiolucent zones, with peripheral sclerosis and a fracture line within an osteolytic lesion, as well as a varus deformity (Fig.  1) . The patient was diagnosed with a pathological fracture secondary to osteofibrous dysplasia.
After 7 weeks of casting and no weight-bearing, the fracture healed with a 9º varus deformity (Fig. 2) . Three weeks later, the patient had no pain and had returned to normal daily life without any bracing. Serial radiographs showed progression of the varus deformity and recurrence of the fracture 28 weeks after the initial fracture (Fig. 2) .
The instability of the fracture site was evaluated using manual varus-valgus stress testing of the tibia under general anaesthesia. Alignment of the tibia could be corrected manually, without opening the fracture site. MIPO using a locking compression plate with 10 holes was used. Two skin incisions were made in the proximal and distal parts of the anterolateral tibia, and the plate was inserted through the proximal incision to the distal incision (Fig. 3) . The proximal and distal plate holes were fixed, using a conventional screw in each, followed by 2 locking screws. The varus deformity was corrected to 5º from 21º, and no leg length discrepancy was then observed (Fig. 4) . A tissue sample was obtained at the fracture site, and histological examination revealed no evidence of malignancy, such as adamantinoma.
Postoperatively, a long leg cast was applied for 3 weeks, and the patient was allowed to walk using 2 crutches without weight-bearing. At week 8, callus formation was noted, and a patellar tendon bearing brace was applied to avoid direct weight-bearing. At week 16, the patient was able to walk without any support. At week 20, radiography showed that
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returned to normal activities of daily living without limitation.
DISCUSSION
Osteofibrous dysplasia is characterised by osteolysis in the cortex, peripheral sclerosis, dilation and thinning of the cortex surface, and narrowing of the marrow cavity. 1 It may lead to bowing deformity and pathological fracture (especially in the tibia) and may recur after surgical curettage, with or without bone grafting.
2,3 Successful treatment using vascularised bone grafts or bone transport has been reported. 2, [5] [6] [7] Early en bloc resection and reconstruction is recommended, because local recurrence is common after curettage. 2 Radical resection with reconstruction prolongs postoperative rehabilitation. 5, 6 Furthermore, the natural history of osteofibrous dysplasia involves gradual development during the first decade of life, followed by spontaneous resolution. 8, 9 Surgical treatment is indicated in patients with disease which cannot be managed by conservative treatment or who have an impending fracture or progressive deformity. 3 Treatment should be aimed at treating the symptoms, rather than the condition itself. 10 MIPO using a locking compression plate with angular stability improves surgical results. [11] [12] [13] [14] MIPO supports new bone formation after bone lengthening using external fixation. 15 In our patient, MIPO using a locking compression plate was applied for the treatment of a pathological fracture caused by osteofibrous dysplasia of the tibia. It enabled correction of the deformity and stable fixation, without extensive surgical exposure. Blood flow at the fracture site was preserved, leading to good bone healing and stability to prevent further deformity and an early return to daily activity. The plate should be placed on the lateral side of the tibia beneath the muscle layer, as there is thinner soft tissue on the medial side and irritation by the plate may occur. the fracture line had disappeared and the bone had healed (Fig. 5a) . At 3-year follow-up, there was no deformity, implant failure or progression of the lesion (Fig. 5b) . The patient was able to sit with her legs folded (Japanese sitting style) and run, and had 
